analysis had shown a normal karyotype in the female and a balanced reciprocal translocation, 46,XY,t(1;9)(q44;p11.2) in Infertile men who carry a chromosomal translocation the male partner. The couple was advised about a possible risk can be successfully treated with intracytoplasmic sperm for a chromosomally unbalanced pregnancy, and a risk estimate injection (ICSI). However, such treatment carries a risk of 5-10% for such an unfavourable outcome was given. In that a pregnancy with an abnormal karyotype will be the first ICSI attempt two embryos were transferred and a induced. While in all previously published cases the outdiamniotic twin pregnancy developed. come was favourable, we here report the first instance of Amniocentesis was carried out in the 15th week of prega parental reciprocal translocation leading to a chromonancy. The female twin A was found to have normal chromosomally unbalanced ICSI pregnancy. The fetus, one of a somes, 46,XX while the male twin B had an unbalanced pair of dizygotic twins, was found to have trisomy for the karyotype, 46,XY,der(1),t(1;9)(q44;p11.2),pat resulting in trishort arm of chromosome 9. The parents opted for selective somy for almost the complete short arm of chromosome 9 abortion of the affected twin.
Introduction for selective termination of the twin B pregnancy. The twin A The genetic safety of intracytoplasmic sperm injection (ICSI) pregnancy has taken an uneventful course since. and related techniques is a central issue in the debate about risks of micro-assisted human reproduction (Meschede et al., Discussion 1995; Baschat et al., 1996a; Chandley and Hargreave, 1996;  The rate of chromosomal anomalies among patients enrolled Martin, 1996; Persson et al., 1996) . One reason for concern in ICSI programmes is clearly higher than in the general is that constitutional chromosomal abnormalities have a signipopulation (Baschat et al., 1996b; Bonduelle et al., 1996 ; ficantly higher prevalence among infertile men than in unselec- Testart et al., 1996) . Many centres routinely karyotype both ted male newborns (Bourrouillou et al., 1985; De Braekeleer or at least the male partner before ICSI treatment is initiated. and Dao, 1991). While in azoospermic patients numerical
Patients with an abnormal karyotype should undergo thorough anomalies of the sex chromosomes predominate, structural genetic counselling as certain chromosomal aberrations such rearrangements such as translocations or inversions are the as reciprocal translocations carry a substantial risk for meiotic most common chromosomal aberrations in oligozoospermic malsegregation and the production of chromosomally abnormen. Not only do such structural abnormalities interfere with mal gametes. male gametogenesis and cause subfertility (Chandley et al., In pregnancies of reciprocal translocation carriers three 1986), they also carry a risk for chromosomal malsegregation possible outcomes may occur: (i) only the two normal homoduring meiosis. A variable proportion of sperm of translocation logues of the involved chromosome pairs are passed on -in or inversion carriers are endowed with an abnormal set of this case, the embryo will have a normal karyotype; (ii) only chromosomes (Martin, 1995) , and this may ultimately result the translocation chromosomes are passed on -the embyro in chromosomally unbalanced pregnancies. As male factor will carry the same translocation as one parent, but no adverse subfertility represents the most important indication for ICSI, effects (apart from possible later subfertility) are to be expected. structural chromosome anomalies are not an uncommon finding
There is a structurally abnormal, but balanced karyotype; (iii) among patients treated with this modality. We report the first one of the normal homologues and one of the translocation case of a pregnancy conceived through ICSI where a paternal chromosomes is passed on -here, a structurally abnormal and unbalanced set of chromosomes will result. This can either translocation resulted in an unbalanced fetal karyotype.
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such ready-made figures. A crude risk estimate may be arrived at by applying some general rules of thumb about the meiotic behaviour of structurally abnormal chromosomes (Gardner and Sutherland, 1996) . However, whether these or the empiric risk figures are used, they are all based on experience of naturally conceived pregnancies. This makes their application to the ICSI setting problematic, as under the conditions of micromanipulation another population of gametes may be selected for fertilization than under natural circumstances. We therefore suggest that infertile translocation carriers in ICSI programmes should be advised that the risk figures currently available for an aneuploid pregnancy may not apply to their situation, and that at least theoretically a higher risk cannot be excluded until more data from ICSI pregnancies become available.
